The following are notes on some of the operations performed in the above hospital in 1917.
During the year, in thirty-one cases the operation of posterior gastroenterostomy was performed with no mortality. All the cases with, one exception, when they left the hospital, 3 to 4 weeks after operation, were free from their painful symptoms and could eat large quantities of rice without discomfort. It is often difficult to persuade these patients to eat moderately in order not to overtax their digestive powers with the large quantities of food to which they have long been unaccustomed.
Almost all the cases gained in weight during their short stay in the hospital after operation, the gains in weight, in pounds, in each case being:?8, 9, 4J, 7, 4, I3|, 1i, Gf, 3, 2f, 5, 9|, 7|, i, 3i, 3i, 3i, U, Si, li, If, 5i, 9, and H. Two patients who did well, ran away before being weighed. Only two patients lost weight, slightly, though they promised to do well.
It is surprising that the gain in weight is so often early marked, for of course the patients are on low diet during the first 10 days of the 4 weeks which they remain in hospital. Five of the patients we were fortunate enough to see some months later, when their improved appearance was remarkable. The first patient in 5 months had gained 27? lb.; the second, 26i lb. in 7 months; the third, 11 lb. in 4 months; the fourth, 14f lb. in 6 months, and the fifth, (H lb. in 3 months. The unsuccessful case mentioned above complained of pain over the cardiac end of the stomach before he left the hospital. He has now returned, 11 months later, complaining of tenderness and great pain after food in the same area. There is no tenderness in the region of the anastomosis, pylorus or duodenum. On passing the stomach tube and pouring in a small quantity of fluid to wash out the stomach, a very brisk haemorrhage started, and the tube had to be immediately withdrawn.
There is therefore almost certainly an active ulcer in the cardiac end of the stomach.
It is surprising to find how frequently in Travancore ulceration and cicatricial contraction of the stomach and duodenum in the region of the pylorus occurs. There are now in the hospital no less than 10 patients requiring the operation, some of whom have been waiting in the hospital for the operation over two months. We have hardly ever found signs of ulceration anywhere else in the stomach than within an inch or two of the pylorus.
One patient, a man aged 35 years, was extremely emaciated, weighing only 4 stones 8^ lb. He was anasmic, and there was osdema of the hands aud feet.
He gave a history of 12 years, with frequent vomiting and much pain after food in recent years. On examination of the abdomen, there were large peristaltic waves passing from left to, right showing a dilated stomach. The liO THE INDIAN MEDtCAL GAZETTE. [June, 19i8. patient was considered too weak for operation, and was treated medically by washing out the stomach, etc., for a month. He only slightly improved and the operation was undertaken.
A large inflammatory mass was found on the posterior wall of the stomach, near the pylorus, and a cicatricial puckering in the anterior wall of the stomach nearer the pylorus. Examination of the gall-bladder showed that it contained several gall-stones. This is interesting, as being the first definite case of gall-stone disease recorded in this hospital. I understand the disease is very rare in many other parts of India. As the patient was so weak, and as the condition of the stomach was sufficient to account for his symptoms, the gall-stones were not removed. He stood the operation well, and in a month was eating large quantities of food with no discomfort. He gained lb. before leaving hospital.
It is remarkable how well these weak and emaciated patients bear the operation. Their condition after operation rarely causes anxiety. In none of the thirty-one cases did vomiting occur from the " vicious circle."
Only very slight temporary vomiting, due to the anaesthetic, occurred in two or three cases.
The operation consists in making a horizontal isoperistaltic anastomosis 2 inches long on the posterior surface of the stomach as close to the pylorus as room for the anastomosis can be found, or the pathology of the stomach will permit. The only reasons for this arrangement of the anastomosis are that there may be no sharp bend in the afferent loop of the bowel where it joins the stomach, as there is in the case of the vertical anastomosis, and that the outlet of the stomach rray be nearer the normal situation.
One case, a boy aged 14 years, suffering from advanced tuberculous disease of the right hipjoint, was admitted. The patient was weak, emaciated, and with a swinging temperature. There were two discharging sinuses on the outer aspect of the joint. The thigh was flexed 45? and adducted. The boy was kept in the open air day and night and placed in a double Thomas's hip-splint. By slowly straightening out one side of the splint the deformity was gradually overcome. As during the next four months the disease was steadily progressing and the boy was obviously going downhill, Kocher's excision of the hip-joint was performed. The head and the whole of the neck, which were badly diseased, were removed. The acetabulum was cleaned out, but owing to the extreme weakness of the patient it was impossible to stay to deal with the rim of the acetabulum thoroughly. The great trochanter was put in the acetabulum, and the patient placed in a Stile's abduction hip-splint. Since the operation the boy has steadily and greatly improved, and has put on much flesh. The temperature is now normal and the pulse has dropped from 120 to 90. The sinuses have not closed, though the discharge, mostly serous, is very slight. Every 7 days 10 per cent, iodoform and 10 per cent, bismuth subnitrate in vaseline is slowly injected warm into the sinuses.
In nine cases appendicectomy was performed.
In all cases of dyspepsia the possibility of oldstanding trouble in the appendix is remembered.
In several of the cases on operation the appendix has been found almost completely buried in adhesions. Two such patients have required gastro-enterostomy.
One patient was admitted with the usual signs and symptoms of an acute appendicitis. On opening the abdomen, the appendix was normal, but on the anterior surface of the cajcum was found an appendix epiploica, quite black and necrotic. There was very little inflammation in the surrounding peritoneum, and on removal the necrotic tissue was found to be odourless.
The most probable explanation of the condition seemed to be that the appendix opiploica had "in some way become twisted. The affected tissue was removed, and the patient made a rapid recovery.
A woman was sent to hospital with the diagnosis of appendicitis. The history was that while straining at stool 5 days previously, she suddenly felt very severe pain in lower part of the right side of the abdomen, so that she could hardly stand, and felt faint. On admission pulse 86, temperature 100?. Pain and tenderness in the lower part of the abdomen, which was only slightly distended. On opening the abdomen the appendix was found to be normal, but the abdomen contained a considerable quantity of blood-stained serum, and there was widespread moderate congestion of the peritoneum, and some distension of the bowels.
It was then found that the right broad ligament, with the tube and ovary, was twisted, and that the broad ligament, tube, and ovary were black and extremely congested. The parts affected by the volvulus were removed. They were found to be odourless, and were full of,blood, from haemorrhages from the congested vessels.
General peritonitis was not anticipated, and the abdomen was closed. There was nothing in the tube, etc., to suggest that the condition was caused by a ruptured ectopic gestation. The morning after the operation the pulse was 78 and temperature normal. In the evening the pulse was 104 and the temperature 100*5?. On the third day the bowels moved well, and there was no distension of the abdomen. She developed jaundice, became, steadily worse, developed coma, and died on the 5th day, with a temperature of 105?.
The cause of death appears to have been delayed chloroform poisoning. She was treated with large dose of sodium bicarbonate by the mouth and subcutaneously.
